i numoei: ui pacuoiogic conditions in an individual is strongly i-related, often rising to more than a dozen in the very old.  If
1 entire spectrum of multiple pathologic conditions is not identi-id and carefully considered, virtually any diagnostic or thera-itic initiative undertaken is as likely to produce harm as
lefit.  In the absence of an obvious flare-up of one of the )blems, major danger still exists for the patient with multiple ;hology.  Korenchevsky first pointed out the destructive insidious rulence of unattended multiple pathologies in the uncomplaining lerly patient.147 Undetected, untreated problems create :ochetting stress in several organ systems or tissues, producing :erioration of a previously diseased, but compensated, physiologic iction.  As each over-burdened organ fails, there is created "what Didly becomes an irreversible concatenation of deteriorations, ssing multiple points of no return, leading to infirmity, Dendence, and if uninterrupted, death."13/  The retrospective sntification of previously concealed disorders which have produced retrievable functional losses in a once independent elder is a ily depressing but improvable aspect of geriatrics.
The above observations about illness behavior and disease pat-rns in old people make our health care system especially vulnerable failure when it attempts to meet the health needs of an aging pulation and prevent institutionalization.  Inadequate reporting of Lness by the elderly, coupled with the passivity of our medical paratus, makes it highly probable that disease will be far advanced fore the aged patient gets into the health care system.  During the Lay between onset and detection, it is possible for multiple thologies to interact, harming the patient and producing irrevoca-
2 disability in spite of eventual excellent care.  For some elderly tients, delay is prolonged through the neglect of a number of non-ecific but serious problems including immobility, incontinence, and gnitive loss, which can herald imminent death.  These risks, which Lay treatment and allow irretrievable losses for elderly sick ople, might be avoided by adding an active, case-finding mechanism r the elderly to our current passive health care system.
The optimum system for assessment would involve the older person, mily, other informal helpers, service providers, and a specially ained technician or case manager.  The role of the technician would ry, depending on the resources and opportunities available.  For ose elderly with an active informal network or regular contact with rmal service providers, the technicians would simply assure that e various participants recognize the need for sustained and peated contact, and would occasionally check to see that no major anges in functional status or monitoring personnel had taken ace.  For those elderly with weaker informal supports or infrequent ofessional contact, a regular health monitoring schedule would be tablished, the timing of visits depending upon the level of risk.